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Statement of PurpOSe 
CHAPTER I 
INTRO.OO CTION 
Since the establishment of the Boston Veterans Adninistration 
1 
Mental Hygiene OUt-patient Unit, in 1946, the vast number or patients 
who were discharged from trea"bnent, and then who reapplied, would 
appear to indicate that an attempt should be made to determine the 
answers to the questions, "What are these patients like?" and "What 
are their attitudes toward treatment?" It should be noted that, during 
the year with which this study is concerned, or the appro.xima tely 1, 000 
patients seen at intake, 297 or them were reapplicants for treatment. 
These figures are the result or this writer's findings during the 
initial phases or this study, and are derived from the intake records. 
This comparatively high percentage, approximate~ thirty per cent, 
suggests that an attempt to investigate and describe these patients' 
characteristics, problems, and attitudes toward treatment is necessary, 
in order to attempt to determine and identify the factors influencing 
their reapplication. This study represents such an attempt. It 
should be noted that the purpose of this study is emphatically not to 
attempt to evaluate any of the aspecte or the treatment of any or the 
patients considered. There will be no eTaluation or treatment tech-
niques, goals, anq/or foci. There is no implication that as a result 
1. For administrative purposes, the Veterans Administration 
uses the term unit to refer to clinic, and these terms will be used 
interchangeab~, throughout this paper. For purposes or convenience, 
the same 'Will be true or Veterans Administration and .Y!• 
1 
of adequate or inadequate treatment the patient reapplied or was dis-
charged improved or un:improved. Rather the purpose will be to attempt 
to determine whether as a result of treatment, patients who reapply 
have different attitudes toward their problem and treatnent, and 
"ft'bether changes have occured in their characteristics since being dis-
charged frOJJ. treatment. Also, an attempt will be made to determine if 
there are differences in these respects, between patients discharged 
from treatment improved and unimproved. 
Background and Methodolog;r 
Social-psychologists differ as to the definition of the social-
2 
psychological concept of attitude. However, for the purposes of 
this study, an attitude is a stereotyped response, in affect or in 
action, to a specific problem and/or situation. That is, the in-
dividual 
meets, frequen~ and from a ver,r ear~ age, certain reiterating 
problems and because these problems are always much the same, 
(he) begins to form stereotyped responses to them. These re-
sponses gradually became more stereotyped3and can then be thought of as attitudes or mental habits. 
11/m affect describes the quality of a feeling; an attitude (describes) 
4 
a preparation for action." 
As indications of the attitudes of patients toward their prob-
2. See for example, Abram Kardiner, The Individual and His 
SocietY) PP• 462-5, James s. Plant, Personali~ and the CUltural 
Pattern, p. 88, and Guy E. Swanson, Theodore • Newcomb, and Eugene 
t. Hartley, editors, Readings in Social P~chologr, PP• 44-54. 
3. Plant, op. cit. 
4. Kardiner, op. cit., p. 463 
2 
lema and treatment, as manifested at' intake, the following areas were 
studied: presenting problems, statements about treatment, expectations 
from treatment, and sources of referral. A comparison was made between 
these factors at application and at reapplication. The characteristics 
at points of discharge from treatment and at reapplication were 
studied and compared to determine if these factors or changes in them 
influence a patient to reapply for treatment. These areas were ide~ 
tified by studying the intake face sheet (Appendix A) at application 
and at reapplication, by means of a schedule (Appendix B). The cases 
studied were selected from the 297 reapplicants mentioned above; i.e., 
from those who reapplied for treatment during 10/1/55 through 9/30/56. 
B.r surveying the master card file, it was determined which of these 
reapplicants previously received treatment from a caseworker, only, and 
were discharged improved. These totaled thirteen. The other patients 
were those who reapplied for treatment after previously rejecting 
treatment or were rejected for treatment for medical reasons or ~ 
ability to establish eligibilit,y. 
Also, there were those patients who reapplied for treatment and 
who previously received treatment from staff members of either one or 
both of the other two disciplines; i.e., psychiatry anq/or clinical 
psychology. In same cases, the patients received treatment previously 
by members pf two or three disciplines, simultaneously. 
The purpose of limiting this stuqy to patients who had previously 
received treatment from caseworkers only is due to the fact that the 
assignment of cases to particular staff members of the three disciplines 
3 
depends upon how a particular patient's needs can be met at a p~ 
5 
ticular time. The specific details pertaining to the reasons for 
and the method of assignment of cases will be discussed in the fol-
lowing chapter. However, for purposes of control, it was thought best 
to limit the cases studied to those who had received previous treat-
ment from caseworkers, only. Thirteen cases that met the criteria 
above, but were previously discharged unimproved, were selected ror 
purposes of comparison. These cases were also selected by surveying 
the master card file. The cards of 243 patients had to be examined 
before thirteen cases meeting this criterion could be selected. 
Appraising improvement, or lack of it, involves determining the 
degree to Which the patient continues or ceases to discuss his 
6 
symptomatology and by the patient's "sense of regained competence 
and the corroboration of this sense of competence in terms of actual 
7 
accomplishment." The unimproved patient continues to discuss his 
symptomatology, feels the same sense or inadequacy, is actually ao-
complishing nothing different, and has not moved aQY closer to the 
immediate treatment goal. 
There are two principal goals or aims of psychiatric treat-
ment: 1) the ps.ychologic integration or reintegration of 
the personality of the individual and his mental capacities 
and 2) the establishment or the improvement or the in-
tegration or the relationship between the patient and his 
6. Freida Fromm-Reichman, Principles of Intensive Psycho-
Therapy, P• 212. 
1· Ibid. 
4 
immediate fam~y and the society or culture in which he 
must function. 
Factors which determine therapeutic success or failure are: 
1) the constitution and psychologic organization of the 
patient, 2) the particular nature of the life problem 
he is attempting to solve, 3) the type of therapeutic 
approach selected, and 4) ~he personality and individual 
approach of the therapist. 
For the purposes of this stu~, only factor two will be considered. 
10 
However, Hunt identifies four categories of change: 1) verbalized 
understanding of self, other people, anq/or of situations, physical 
and/or social, 2) improvement in disabling habits and conditions, 
3) :improvement in abilities or skills, and 4) environmental circum-
stances. This study is concerned with categories one and four. 
It is unfortunate that the limit of time did not permit ex-
tending the scope of this study to include cases from previous years 
so that other controls could be used. That is, for example, it would 
have been ideal to compare an equal number of patients in the dis-
charged improved and unimproved groups Who were in the same age group, 
had the same marital and employment status, had and had not combat 
experience, during the same war, and had the same anount of education. 
Instead these characteristics are considered in narrative and tabular 
forms in Chapter III. 
8. NOlan D. c. Lewis, "General Considerations in Therapeutic 
Failures," in Failures in Psychiatric Treatment, Paul H. Hoch, 
editor, P• 1. 
9• Ibid., P• 2. 
10. Joseph McVicker Hunt, Discussion following "Failures in 
Social Casework," in Failures in Psychiatric Treatment, Paul H. Hoch, 
editor, P• 219. 
5 
In determining the presenting problems of the patients, anphasis 
was placed on the problems the patients emphasized, in order to deter-
mine their attitudes toward them. For example, if a patient complained 
initially of headaches, then during the same intake interview he com-
plained with more affect of a marital problem, the presenting problem, 
for the purposes of this study, was the marital situation. Similarly, 
if he complained initially of a difficult employment situation, then 
with more affect told of his fears relative to his losing control, the 
latter was considered to be his presenting problem. These presenting 
problems were categorized into three groups; i.e., physical complaints, 
areas of adjusnnent, and emotional conflicts. Examples of physical 
complaints are headaches, stomach pains, upsets, nausea, lack of 
appetite, heart pains, and other bodily aches and pains. Problems of 
adjustment were those pertaining to interpersonal relationships; i.e., 
with employers, wives, friends, and/or family members. Emotional con-
flicts pertained to the fears and drives of which the patient com-
plained; e. g., "I•m afraid of what might happen", "I can• t leave the 
house", 11 I 1m afraid of what I might do", "I'm confused", "I can't 
make a decision", etc. Dete:rm~g what kind of problem the patient 
emphasized, and determining what kind of problem was presented in-
volved errors of human judgment on the part of this writer. Under 
ideal conditions, it would have been possible to control this factor 
by means of one or more independent judges. 
It would be naive of this writer to suggest that these kinds of 
problems of the individual patient are not related. About fifty years 
6 
ago, the doctrine that a sound mind is an invariable accompaniment 
of a sound boqy was learned to be not necessarily so. It was found 
that physical incapacit.y could result as a consequence of the way a 
person felt, emotionally, and of the way he regarded himself and 
others, and of the way he related with those meaningful to him. When 
one finds oneself in a distressing life situation, the predicament is 
often reflected in physical, as well as in situational and emotional 
ll 
complaints. However, the concern of this paper is to determine how 
the patient views his problem, and if he eventually, if not initially, 
views it to conform, approximately, with the above ideas. Mental 
health depends upon the degree of awareness which a person has ob-
12 
tained in regard to his interpersonal processes. In other words, 
at application and at reapplication, were the patients• emphases on 
physical complaints, areas of adjustment, or emotional conflicts? 
This does not assume that at reapplication a given patient will not 
present physical complaints, bu~ this stuqy will attempt to determine 
if he will emphasize this kind of problem to a lesser degree than at 
application. 
To determine if situational pressures influence patients to 
reapply for treatment, the environmental situations at discharge from 
treatment and at reapplication were studied and compared. The marital, 
parental, and employment status, as well as the living situations 
ll. Leland :E. Hinsie, '!he Person in the Body, p. 12 • 
12. Fromm-.Reichman, op. cit., P• 188. 
7 
(alone, with friends, with family of origin, or with family of pro-
creation) at discharge were compared to those at reapplication. The 
degree of adequate functioning within these environmental situations 
and interpersonal relationships is a criterion of mental health. How 
a patient relates in these areas determine his need for treatment. 
Hendrick states that the degree of his "general adjustment to life --
the capacity for attaining reasonable happiness, for contributing to 
that of others, and for dealing with the strenuous problems ~f maturity 
13 
in an adequate wayU are factors to be considered in determining a 
patient's need for treatment, and, in view of this, difficulty in 
these areas can be a factor influencing him to apply and/or reapply 
for treatment. He continues to identify the decrease in capacity for 
"responsibility, for success in marriage, social friendships, and 
14 
profession, and for pleasurable sublimation" as a factor ~ 
fluencing a patient's need for treatment. 
Three factors were considered, together, as indications of these 
patients' attitudes toward treatment. These were their expectations 
from treatment, statements about treatment, and sources of referral. 
All patients in this study came to the clinic voluntarily; i.e., there 
were no referrals by any court or other law enforcing agency. The 
patients in this stu~ were referred by other medical sources (private 
physicians or other VA medical units), interested individuals (friends 
or relatives), and some were self referrals; i.e., without the in-
13. Ives Hendrick, Facts and Theories of Psychoanalysis, p. 252. 
14. Ibid. 
8 
fluence of other agencies anq/or individuals. 
A purpose of this stuqy is to determine whether or not patients 
are more likely to refer themselves, at reapplication than at ap-
plication, since this would appear to indicate familiarit.y with and 
a positive expectation from the kind of treatment offered, i.e., all 
knew the clinic deals with problems pertaining to mental health. 
The verbal expressions of expectations from treatment were cat-
egorized into two groups; i.e., psychiatric help and medication. At 
intake, the patient is likely to inform the worker what he expects 
from the clinic. He may voluntarily ask for medication or may do so 
in response to being asked, in effect, "How can we help you?", or 
"What can 19'9 do for you?''. However, depending upon his orientation 
and familiarit.y with psychiatric treatment, he may also respond by 
saying, for example, "!want to get straightened out", "! need some-
one to talk to", or "!want some understanding of my problem." Often 
the worker may note an impression; e.g., "Seems anxious for treatmenttt, 
"Seems desirous of a treatment relationship'', or "Seems able to make 
use of treatment." These kinds of statements and impressions were 
categorized as expecting psychiatric help. 
Expecting medication may reflect the patient's lack of famil-
iarit.y, his orientation to receiving medication for physical c~ 
plaints, or the medical source of referral; i.e., having been re-
ferred by a physician from whom he always received medication, he 
may expect the same kind of help. Also, expecting medication may 
reflect a particular patient's character and/or personality. A 
9 
hostile demand and/or a dependent request for medication may ~ 
dicate aggressive and/or dependent t,ypes of the passive-aggressive 
personality and character structure. It is certain that patients in 
other clinical diagnostic categories also request medication as an 
attempt to meet oral dependent needs. However, a purpose of this 
stuqy is to determine whether these expectations are likely to be 
wanting psychiatric help initially or at the reapplication. Although 
each patient know-s, when he applies, that the clinic deals with prob-
lems pertaining to mental hygiene, the kind of treatment offered is 
explained during the course of each intake interview. 
These explanations usually involve the workers• offering "a 
talking kind of treatment." He may continue to say that this usually 
enables a person to view his problem differently, perhaps adding that 
others have been helped. If the patient focuses pr~narily on physical 
complaints, but after further exploration mentions situational or 
inner "tensions", the worker may offer help for these "tensions." By 
his warmth, understanding, ~d permissive attitude, the worker sets 
an example of what the patient may expect fraa treatment. During the 
course of this interview, the patient is likely to make some statement 
about psychiatric treat.11ent. These statements have been categorized 
as positive, mixed, and negative. 
Examples of positive statements are, "Someone I know Who had the 
same problem was helped", "I was helped before", or after treatment 
was explained the patient may say, "That sounds like it'll hwlp." 
A mixed statement is one in which the patient expresses both posi-
tive and negative attitudes. For example, 11 I can't see how just 
10 
talking will help, but I• d like to try", ''I know some people think 
tensions cause headaches, but I 1m not sure it applies to me", and "I'm 
not sure it'll help, but I• d like to try." Examples of negative 
statements are, 11 I think psychiatry is the bunk", "This won't help me; 
I need medication", and 11 Just talking isn't going to help." These 
attitudes may change after the patient sees the intake psychiatrist, 
which explains why the patients in this study who expressed a negative 
attitude toward treatment to the intake worker at application were 
accepted for treatment. However, a purpose of this stu~ is to deter-
mine if the attitudes at reapplication are different from those at 
application, as expressed to the intake social worker. As was the 
case with categorizing kinds of presenting problems, categorizing 
attitudes is also subject to errors of human judgnent. 
11 
CHAPTER II 
THE VETERANS AWINISTRATION MENTAL HYGIENE CXJT-PATIENT UNIT 
Because "there were some 718, 286 men discharged from the ser-
vices for neuropsychiatric reasons, after an appreciable time in 
1 
service," the need for treatment of this large number of veterans 
was avident. 
Experience in civilian practice before the War, and in , 
the Armed Services during the War indicates that the 
majorit,y of .these cases can be treated effectively in 
a clinic without hospitalization. The Mental Hygiene 
Clinics will render this treatment on an outpatient 
status and will be responsible for conducting the 
entire outpatient neuropsychiatric treatment program in 
the selected regional offices. This program will serve 
to alleviate a minor neuropsychiatric illness, prevent 
the development of a more serious illness, and con-
sequently reduce the number of veterans requiring hos-
pitalization. The function of the Mental Hygiene Clinic 
will be primarily the veteran suffering from a service 
connected neuropsychiatric iilness not requiring hos-
pitalization. The veteran may present himself for 
treabnent or be referred by another component of the 
Veterans Administration, a public2or private agency, or an organization in the community. 
The Boston VA Mental Hygiene Unit was established in 1946. 
Since then, policies, methods of referral and intake of patients, 
have changed as a result of constant scruti~. However, all . 
clinic activities are directed toward the "diagnosis, treatment, 
1. William c. Menninger, "Facts and Statistics of Sig-
nificance for Psychiatry, 1' Bulletin of the Menninfer Clinic, 
12:1, Januar,y 1948. The figure cited is applicab e to World War II, 
but is illustrative of the problem. 
2. u. s. Veterans Administration, Mental Hyfiene Clinics 
of the Veterans Administration, Circular Letter No. 69, JUly, 1946, 
(mimeographed). 
12 
3 
and proper disposition of the maladjusted veteran." 
According to the intake policy during the period of time with 
which this stuqy is concerned, the patient was first interviewed by 
a staff or student social worker, as soon after his arrival as pos-
sible. 
The Social Worker interviews the veteran to determine his 
reasons for applying for treatment, source of referral, ••• 
and identifying data. A brief history of the veteran's 
complaints and significant facts in his family history and 
past history are obtaifted and finally his attitude toward 
psychiatric treatment. 
This information is recorded on the intake face sheet (Appendix 
A). The length of time of this interview is determined by the needs 
of the patient; i.e., to obtain necessary data and to prepare him 
for the interview with the intake psychiatrist. 
After the initial intake interview with the social worker, the 
veteran is then interviewed by the intake psychiatrist as soon as 
possible. 11 The intake psychiatrist has a fourfold task: to evaluate 
reasons for coming, to make a qynamic diagnostic survey, to estimate 
the treatment potential, and finally to initiate a course of treat-
5 
ment." The psychiatrists• intake interviews are as long and as 
frequent as necessary. As a result of their interviews, the 
3. Boston VA Mental Hygiene Clinic, Mental Hygiene Clinic 
Outline of Intake Procedure, 1947, (unpublished). 
4. Jerome L. Weinberger, and Eleanor Gay, "Utilization of 
Psychiatrist and Social Worker as an Intake Team," 'Ibe American 
Journal of Psychiatry, 106:387, November, 1949. 
5. Ibid. 
13 
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psychiatrists make recommendations pertaining to disposition. If it 
is his opinion that the veteran is acceptable for treatment, he rec-
ommends he receive psychotherapy from a psychiatrist, casework therapy 
with a social worker, and/or group therapy with a clinical psychologist. 
The final assignment of cases to staff members may be decided at i~ 
take conferences it special consideration is indicated or at the dis-
cretion of the intake supervisor, a social worker. 
The majority of patients referred for social case work are 
veterans who can be treated by the use of the relationship 
to help clarify their emotional conflicts in order to help 
them make a better reality adjustment. Pati ents who nave 
long standing emotional difficulties, with poor prognosis 
for dynamic psycho-therapy, may be referred to the social 
worker for a long- t ime supportive relationship and al-
leviation of environmental stresses. In cases with older 
patients, who have more rigid character structure, more 
limited goals must be set. 
The chief techniques used by the case worker are "emotional sup-
7 
port, suggestion, environmental help, abreaction, and clarification." 
It should be noted that all of' the patients studied, who were 
discharged from treatment improved, were discnarged by means of a 
mutual agreement, between the case worker and the patient. As a result 
of breaking treatment without reaching this agreement, the other 
patients studied were discharged unimproved. However, there are other 
cri teria for determining "improvement" and 11unimprovement." At the 
VA Mental Hygiene Clinic, a patient is discharged as improved when his 
presenting problem has changed for the better, and also, ~~en the 
6. Eleanor Gay, and others, 11 The Function of the Psychiatric 
Social Worker in a Mental Hygiene Glinic,n Mental Hygiene, )6:~b!, . 
April, 1952. 
7. Ibid., P• 262. 
~ 
I 
I 
t 
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15 
patient has derived from treatment all that he is able. If the 
patient's condition becomes worse, or is unchanged, he is discharged 
unimproved. He is discharged improved when his symptomatology and/or 
functioning have changed for the better. 
Introduction 
CHAPTER III 
CHARACTERISTICS OF 1HE SAMPLE 
In this chapter the writer will attempt to describe the char-
acteristics of the sample. Factual material pertaining to service 
experience, education, age, length of treatment, and length of time 
between discharge from treatment and reapplication will be con-
sidered. Comparisons in these areas will be made between patients 
discharged improved and those discharged unimproved. Also, to dete~ 
mine if changes occur in the environmental situations of the patients 
between discharge and reapplication, the following areas will be 
studied: 1) marital status, 2) parental status, 3) employment status, 
and 4) living situation. Comparison in these areas will also be made 
between the situation at discharge and at reapplication, and also 
between patients discharged improved and unimproved. Speculations 
pertaining to the import of this material will be made, particular~ 
in relation to similar studies and existing theory. 
Service Experience 
It is interesting to note that all of the thirteen patients 
studied who were discharged improved were veterans of World War II, 
and nine of them had some combat experience. This is in contrast 
to the group discharged from treatment as unimproved, which pre-
sented a more heterogeneous picture. Two of this group were World 
War I veterans, six were World War II veterans, and five were 
veterans of the Korean Conflict. Only one of these five, one 
veteran of World War I, and three of World War II had any combat 
l6 
experience. In other words, more than half of the improved group had 
combat experience during World War II, while more than half of the 
unimproved group had no combat experience, and were veterans of World 
Wars I and II and of the Korean Conflict. It should also be noted 
that there were no peace time veterans in either of the groups studied. 
1 
According to Qrinker and Spiegel, the combat personality has 
become more mature, in terms of self-discipline, self-sacrifice, and 
cooperation. For what he has sacrificed, in terms of individual 
freedom, safety, and lack of responsibility, he received constant 
care and affection from his group as long as he continued to be 
mature in these w~s. There is, therefore, no disturbance in psychic 
energy and there is no manifestation of psychic conflict. When, how-
ever, dependent needs are not met by the group, the combat veteran 
develops strong anxiety. 
It can therefore be conjectured that the combat veteran is more 
likely to improve in treatment than the non-combatant because of this 
maturing experience, and is able to derive more from treatment. His 
returning to treatment may be related to an inability to have de-
pendency needs met by the existing civilian group; i.e., fam~, 
friends, etc. The group discharged from treatment as unimproved 
might also return for treatment for the same reason, but because of 
the lack of maturity was not able to derive as much from treatment 
as t he combat veteran. An example of maturity, as defined by Grinker 
and Spiegel, is the patient who the intake worker noted at application 
1. Roy R. Grinker and John P. Spiegel, Men Under Stress, 
pp. 123-4. 
17 
"works as an electrician with others in a group repairing high tension 
wires. Enjoys work in spite or danger." This was a combat veteran 
who was eventually discharged rrom treatment as improved. In a 
2 
similar study by Masisaac thirteen out of twenty patients discharged 
improved had same combat experience. 
Education 
The amount of education would appear not to have been a factor 
in influencing a patient to reapply ror treatment or in influencing 
whether he was discharged from treatment improved or unimproved. or 
the thirteen patients discharged improvedJ four lert school prior to 
high school graduation, seven were high school graduatesJ and two had 
some college experience. or the thirteen patients discharged un-
improved, three lert school prior to high school graduationJ eight 
were high school graduatesJ and two had some college experience. 
The only generalization that can be rmde, on the basis of this data, 
is that those discharged from treatment unimproved were only some-
what, to a very limited degree, more educated than those of the im-
proved group. Since the difference is not marked, it is more than 
possible that this is a characteristic of the specific sample studied. 
There would appear to be decisive differences in the age factor 
of the two groups. It would appear that the improved group tend to 
apply and reapply, more than the other group, during the third decade 
2. Hugh Macisaac, "A Study of Patients iDischarged Improved 
~~o Returned for Further Treatment to the Veterans Administration 
Mental Hygiene Clinic," p. 17. 
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of life; i.e., at a time of life in which the individual is still 
somewhat pliable and subject to change, but mature enough to derive 
benefit from treatment. This is in contrast to the group discharged 
unimproved, which appears to apply and reapply, more than the other 
group, at a later age, and tend, apparently, to be more within the 
age groups at the extremes of life; i.e., at the end of adolescence 
or at the beginning of old age. Both periods of life are character-
3,4 
ized by a denial of dependency needs, which sometimes takes the 
form of resistance to treatment. An example of this is the twenty 
year old veteran, eventually discharged unimproved, who at application 
demanded medication and denied that any emotional factors could be 
operating in his problem. When treatment was explained to him, his 
attitude became less negative; i.e., he entered treatment with a 
mixed attitude. He broke treatment after a short time, but when he 
reapplied his attitude was more positive. However, both groups tend 
to reapply during the middle of the third decade of life, indicating 
perhaps more acceptance and less denial of dependency needs, less 
resistance to treatment, and therefore to change. This will be il-
lustrated by changes in attitude toward treatment. 
Length of Treatment 
There would appear to be also marked differences in the length 
of time each group st~ed in treatment. In view of the tendencies 
3. Irene M. Josselyn, The Adolescent and his World, pp. 47-56. 
4. Marc H. Hollender, 11 Individualizing the Aged," Journal 
of Social Case Work, 33:340, October, 1952. 
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on the part of patients discharged unimproved toward less maturity 
and greater denial of dependency, and in view of the fact that all of 
these patients broke treatment, it might be expected that they tend, 
als~ to stay in treatment a shorter length of time than those in the 
other group. However, the length of treatment alone does not ex-
plain why these patients reapplied. It is difficult to explain why, 
for example, an individual patient would reapp~ after receiving more 
than four years of treatment. This is an exception, and can only be 
explained in terms of the individual problems and personalit,r in-
volved. 
Length of Time Between ~scharge and Reapplication 
The above would appear to be applicable to the factor of length 
of time bwtween discharge from treatment and reapplication. As might 
be expected, the group discharged improved, having had more treatment, 
were able to maintain their functioning, without help, for a longer 
period of time than those discharged unimproved. However, this factor, 
alone, does not explain why, a patient discharged improved, after only 
five months of treatment, was able to function, without help, for more 
than seven years. Again, obviously, this is an exception and can only 
be explained in tenns of other factors. 
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TABLE I 
AGES AT APPLICATIONS, LENGTH OF TREA'IMENT AND 
TIME BETWEEN DISCHARGE AND REAPPLICATION 
Characteristic Improved Unimproved 
Range of ages at application 23-50 years 20-58 years 
Average age at application 31.1 
" 
34.6 It 
Range of ages at reapplication 30-53 n 22-62 n 
Average age at reapplication 36.2 It 37.2 n 
Range of time of treatment 5-56 months 1-41 months 
Average length of time of treatment 23.7 n 11.1 ,, 
Range of time between discharge and 
reapplication 5-95 n 4-49 It 
Average length of time between dis-
charge and reapplication 35.1 
" 
20.2 It 
Marital Status 
Changes in marital status would appear not to be an important 
factor influencing patients, in either the improved or unimproved 
groups, to reapp~ for treatment. None of the cases studied were 
divorced, separated, or widowed at application for discharge from, 
or reapplication for treatment. or the thirteen patients discharged 
improved, ten were married and three were single, and only one of 
the three single patients was married between discharge from treat-
ment and reapplication. Of the thirteen patients discharged ~ 
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improved, four were single at the time of discharge, and of these 
four, three were married between discharge and reapplication. In 
other words, only one and three patients, in the improved and un-
improved groups, respectively, experienced changes in their marital 
status between discharge from treatment and reapplication. Evidently, 
there are social factors, in addition to or other than changes in 
marital status influencing a patient to reapply for treatment, since 
so few of the patients studied experienced changes in this area. 
However, it should be noted, that, in both groups, all of the 
patients who were married, remained married at application, at dis-
charge, and at reapplication, indicating that changes in this area 
may not be an influencing factor, but that marriage itself, with its 
added demands in interpersonal relationships, does influence a patient 
to apply and reapply for treatment. From this point of view the dif-
ference between the two groups becomes more evident. The single 
patients of the improved group tended to remain so until reapplication, 
while those of the unimproved group tended to marry. This would ap-
pear to indicate, again, that marriage itself, rather than changes 
in marital status, influence patients to reapply for treatnent. 
Parental Status 
While changes in marital status may not be an influenci.."l.g factor 
inreapplying for treatment, it would appear that already having 
children anQ/or the birth of children are factors that do influence 
patients to reapply for treatment. At discharge from treatment, only 
two of the ten married veterans discharged improved were not fathers, 
'2.'2. 
and one of these became a father in the time between discharge and 
reapplication. The patient, in this group, who became married in 
the time between discharge and reapplication, also became a father. 
Of the three veterans, in the unimproved group, who became married, 
in the time between discharge and reapplication, also became fathers. 
In other words, at discharge and at reapplication, there were 
no married veterans in the unimproved group, who were childless. Of 
the eleven veterans who were married, in the improved group, only one 
was childless, at the time of reapplication. This would appear to 
indicate that alreaqy having children is a factor influencing patients 
in the unimproved group to reapply, while the birth of children in-
fluences those in the other group. This is confirmed when it is 
noted that a total of seven of the veterans discharged improved, 
became fathers, not necessarily for the first time, in the time be-
tween discharge and reapplication, while eight of the veterans dis-
charged unimproved, experienced no change in this area, during the 
same interim. This is possibly due to the fact that the improved 
group tended to be more at the age when parenthood is more likely to 
occur. Evidently, there were factors influencing this group to re-
apply, in addition to or other than their parenthood. 
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TABLE II 
MARITAL AND PARENTAL STATUS AT DISCHARGE AND AT REAPPLICATION 
OF PATIENTS DISCHARGED IMPROVED AND UNIMPROVED 
Discharge Reapplication 
Marital Status Im- Un:i.m- • Marital Status Im- Unirn-
proved proved proved proved 
Married 10 9 Married 11 12 
Single 
......1... 4 Single 2 1 
Total 13 13 Total 13 13 
Parental Status · Parental Status 
· Children 8 9 More children 1 4 
No children 2 0 No change 3 8 
No children 1 0 
Total 10 9 Total ll 12 
Employment Status 
At the time of discharge from treatment, nine of the thirteen 
veterans discharged improved, were employed, and three had changed 
jobs in the time between discharge and reapplication, while one of 
the four who were unemployed, managed to secure employment. At dis-
charge, six of the unimproved group were unemployed and two of these 
were working at the time of reapplication, while only one of the 
seven who were working, changed jobs between discharge and reapplication. 
In other words, it would appear that changes in occupation influenced 
the improved group to reapply more than the other group, which seemed 
to be influenced more by the difficulties in relationships involved 
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in working. However, since the majorit.y of patients in both groups 
experienced no changes, there would appear to be characteristics 
other than or in addition to employment status influencing patients 
to reapply for treatment. 
Living Situation 
None of the patients in either of the groups were living by 
themselves at application, at discharge from treatment, or at re-
application. At discharge, five of the improved group were living 
with their family of origin, six were living with their family of pro-
creaton, and two were living with in-laws. At reapplication, these 
living situations had changed, for some of these patients. Only two 
were living with their family of origin, one with in-laws, one with 
friends or relatives, while nine were living with their families of 
procreation. If living with one's family of procreation is a criteria, 
this would appear to indicate an attempt at greater independence, 
during the t~e between discharge and reapplication. However, the 
unimproved group manifested even greater strivings in this respect. 
Only three of these patients were living with their family of origin 
at discharge, and these patients had moved elsewhere during the time 
between discharge and reapplication. However, while only one was 
living with in-laws at discharge, two were doing so at reapplication. 
One patient was living with friends or relatives at reapplication, 
but was living with his family of origin at discharge. Nine of the 
unimproved group were living with their families of procreation, at 
discharge, while ten were doing so at reapplication. This greater 
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striving for independence is coneistent with its greater denial of 
dependency needs, as noted in the previous chapter. 
Summary 
To summarize, then, of the patients studied, the group discharged 
as improved were all veterans of World War II, while the group dis-
charge unimproved were veterans of World War I and of the Korean Co~ 
flict, a8 well as of World War II; there were no peace time veterans 
in either group. The majority of the patients in the discharged im-
proved group had some combat experience, While the majority of the 
unimproved group had no combat experience. The amount of education 
seemed to be similar for both groups; i.e., an almost equal majority 
of both groups were high school graduates. The group discharged im-
proved had more of a tendency to apply and reapply for treatment, during 
the third decade of life, while the other group had more of a tendency 
to apply during the end of adolescence and/or at the beginning of old 
age. The length of treatment of the improved group was longer than 
that of the unimproved group, and, as might be expected, this group 
reapplied after a longer length of time after discharge from treatment. 
That is, it can be conjectured that this group because of having 
had more treatment and having been discharged improved were able to 
sustain their functioning for a longer length of time without help. 
From the above, it can be conjectured that those of the improved group, 
having had a maturing experience (cGmbat in World War II) are less 
likely to deny their dependency needs. The other group is more likely 
to deny their dependency needs because of the characteristic of their 
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age. From this, it might follow that the improved group would be 
less resistant to treatment and would be more likely to derive more 
benefit from it, since it would appear that they are more likely to 
remain in treatment longer. 
It should be noted that o~ two of the thirteen patients dis-
charged improved experienced no changes in any of the environmental 
situations considered during the time between discharge and reapplication, 
while seven of the other group experienced no change. This might be 
expected, in view of the relatively shorter average length of time 
between discharge from treatment and reapplication of those in the un-
improved group. However, in general, it would appear that the en. 
vironmental situations considered are factors, in themselves, that in-
fluence the unimproved group to reapply, while changes in theseareas 
influence the other group to reapply. That is, it would appear that 
those discharged improved have difficulty in relating in new situ-
ations in the areas considered, while those discharged unimproved are 
struggling with the same problems of relationships in these areas. 
However, it was also noted that, in general, difficulties in one area 
did not necessarily influence a patient to reapply, but, more probably, 
a patient had difficulties in more than one area. If a patient has 
difficulty, for example, in his relationships at work, he has dif-
ficulty in his relationships at home and family, even though only the 
former may be dealt with in treatment, depending upon what he presents 
as his problem. 
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CHAPTER IV 
PRESENTING PROBLEMS AND ATTITUDES TOWARD TREATMENT AT 
APPLICATION CCNPARED TO THOSE AT REAPPLICATION 
Introduction 
In this chapter, the writer will attempt to compare the kinds of 
presenting problems at application and at reapplication. A comparison 
will be made also between the attitudes toward treatment at application 
and at reapplication. The problems and attitudes of those discharged 
improved will be compared to those discharged unimproved. 
Presenting problems were categorized into three groups: 
1) physical complaints, 2) areas of adjustment, and 3) emotional con-
flicts. There were three indications of attitudes toward treatment: 
1) sources of referral, 2) expectations from treatment, and 3) state-
ments about treatment. There seemed to be three kinds of referring 
agents: 1) self, 2) medical, and 3) interested individual. Expec-
tations fran treatment could only be categorized into two groups: 
1) psychiatric help, and 2) medication. Statements about treatment 
were categorized into three groups: 1) positive, 2) mixed, and 
3) negative. 
Presenting Problems 
There were few marked differences between the two groups at ap-
plication or at reapplication. Therefore, few inferences can be made; 
only tendencies can be noted. 
At application, veterans in the improved group emphasized 
physical complaints more than any other kind of problem while at re-
application, patients in this group emphasized emotional conflicts 
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more than any other kind of problem. In general, it would appear that 
these patients tend to present different problems at reapplication than 
at application, because, possibly, of the treatment they received, of 
having learned to handle their problems differently, or of an event or 
situation met in the environment which presented a problem during the 
time between discharge and reapplication. This is in contrast to the 
group discharged unimproved. At application, the emphasis of this 
group was equally distributed between physical complaints and emotional 
conflicts, while at reapplication, emphasis was almost equally dis-
tributed throughout the three categories of t,ypes of presenting problems. 
It would appear, then, that patients in this group tend to present the 
same problem at application as at reapplication, to a greater extent 
than those in the other group. 
Eight of the patients discharged improved and six of these dis-
charged unimproved emphasized different presenting problems at re-
application than at application. Since the emphasis of the improved 
group at reapplication was on problems of emotional conflicts, it 
would appear that patients of this group view their problem with a 
greater degree ·Of awareness of their interpersonal processes. Instead 
of presenting their s.ymptams, they have a greater tendencT to see. the 
relationship between their symptoms, the way they feel emotionally, 
1 2 
and their situation. According to Hinsie and Fromm-Reichmann, when 
1. Hinsie, op. cit., p. 12. 
2. Fro~Reichmann, op. cit., p. 188. 
the patient sees his problem in this way, he is more amenable to 
treatment. 
TABLE III 
PRESENTING PROBLEMS AT APPLICATION AND AT REAPPLI CATION OF 
PATIENTS DISCHARGED IMPROVED AND UNIMPROVED 
Application Reapplication 
Presentin~ Problem: Im- Un:im- Im- Unim-
proved proved proved proved 
Physical Complaints 10 5 4 5 
Areas of Adjustment 1 3 3 4 
Emotional Conflicts 2 
_2_ 6 _lL 
Total 13 13 13 13 
However, since more patients in tne unimproved group emphasized, 
at application, problems of emotional conflict to a greater degree 
than the other group, it can be conjectured that their failure in 
treatment was due to the other factors mentioned in Chapter III; i.e., 
period of life and lack of maturity. Perhaps because of this lack or 
maturity, they emphasize their emotional problems w-lthout the accom-
panying insight of the improved group. Perhaps for this reason they 
are more likely to present the same problem at reapplication as at 
application. Since the unimproved group appeared to emphasize, to a 
greater extent, problems in the areas of adjustment, than the other 
group, it can be conjectured that patients of the former group are 
more likely to project their problems onto the environment, at ap-
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plication and at reapplication. Both groups tended to do this at re-
application, more than at application, and this writer is of the 
opinion that this represents a more positive attitude, in terms of 
amenableness to treatment. In other words, it represents a step for-
ward from emphasizing physical complaints, to associating these co~ 
plaints to events in the environmental situation. The next step is 
the recognition of their behavior within the environmental situation. 
Attitudes Toward Treatment 
It would appear that both groups have a greater tendenqy to ap-
ply for treatment from a medical source of referral than aqy other 
source. Also, both groups have agreater tendency to reapply upon 
their initiative. T.he distribution of sources of referral is almost 
the same for both groups at application and at reapplication. How-
ever, there would appear to be a greater tendency for the improved 
group to applY from a medical source, than the other group, Which has 
a greater tendency to be referred by interested individuals. Only 
five of the improved group reapplied from different sources of re-
ferral, while ten of the unimproved group reapplied from different 
sources. This difference can be explained when it is recognized that 
those of the unimproved group, initially referred by medical sources, 
had a greater tendency to reapply upon their own initiative. Evi-
dently, this represents a greater positive change in attitude toward 
treatment. 
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TABLE IV 
SOURCES OF REFERRAL AT APPLICATION AND AT REAPPLICATION OF 
PATIENTS DISCHARGED IMPROVED AND UNIMPROVED 
Application Reapplication 
Sources of Referral: Im- Un:i.m- Im- Unim-
proved proved proved proved 
Self 4 3 9 9 
Medical 8 7 3 4 
Interested Individual 1 
_]_ 1 0 
Total 13 13 13 13 
Table V illustrates rather marked changes in attitudes toward 
treatment, particularly of those of the unimproved group. The ma-
jority of this group expected medication at first, then came seeking 
psychiatric help at reapplication. However, the improved group had 
a greater tendency to seek psychiatric help at both the application 
and reapplication. There was a greater tendency on the part of the 
unimproved group to make mixed statements about treatment during both 
intake interviews. Those of the improved group who made mixed state-
menta at application had a greater tendency to change this to a posi-
tive statement at reapplication. However, those of the improved 
group who initially made negative statements had a greater tendency 
to make the same kind of statement at reapplication. It would appear 
then, that the improved group is more likely to expect psychiatric 
help at application and at reapplication, while the unimproved group 
is more likely to expect medication, initially, but at reapplication 
expects psychiatric help. As was the case with sources of referral, 
this would appear to indicate a more positive change in attitude 
toward treatment. There was a greater tendency on the part of both 
groups to make fewer mixed and negative statements and more positive 
statements at reapplication than at application. However, the im-
proved group made fewer mixed statements; the unimproved group made 
fewer negative statements. This would also appear to indicate a more 
positive attitude toward treatment. 
TABLE V 
EXPECTATI01'5 FROM AND STATEMENTS ABOUT TREA'IMENT AT APPLICATION AND 
AT REAPPLICATION OF PATIENI'S DISCHARGED IMPROVED AND UNIMPROVED 
Application Reapplication 
Expectation: Im- Unim.- Im- Un:im-
proved proved proved proved 
Psychiatric Help 1 4 9 8 
Medication 6 9 4 5 
Total I3 !3 I3 I3 
Statement: 
Positive 6 6 9 8 
Mixed 4 6 2 5 
Negative 3 1 2 0 
Total 13 13 13 13 
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CHAPTER V 
SUMMARY AND CONCLUSIONS 
It was the purpose of this study to compare the differences of 
the presenting problems and attitudes toward treatment of patients 
discharged improved and unimproved, at application and reapplication 
in a Veterans Administration Mental Hygiene Unit. This writer is 
aware that because of the limitations of this study, the findings and 
the generalizations based on these findings are far from conclusive. 
For example, time did not permit the establishment of controls other 
than those used. Also, serious question can be raised pertaining to 
the relatively small size of the sample used, in comparison to the size 
of the total population. Of the 297 patients who reapplied during 
10/l/55 through 9/30/56, only thirteen met the criteria of this study. 
To compare a like number of those discharged unimproved, 243 cards of 
the total population of 297 patients had to be examined. 
On the basis of the data collected, it was found that patients 
who reapplied for and were discharged from treatment improved tend to 
have had combat experience, while those of the other group tend not to. 
The amount of education a patient had appeared not to be a factor in-
fluencing his application, reapplication, or the nature of his dis-
charge from treatment. However, it seemed that those discharged unim-
proved tend more to apply at the extremes of life; i.e., at the end of 
adolescence or at the beginning of old age. Both groups tend to re-
apply during the late years of their third decade. Since the improved 
group seemed to stay in treatment longer, it might be expected that 
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patients in this group took longer to reapply. That is, having had 
a longer period of treatment, and having been discharged improved, it 
can be expected that patients in this group were able to maintain their 
functioning .for a longer period of time than those of the unimproved 
1 2 
group. According to Hendrick and Hoch the abilit,y to maintain 
functioning is a criterion for improvement. 
It appeared also that more than one characteristic influenced a 
IB tient' s reapplication. The tendency was for both groups to be 
married, rather than single at discharge and at reapplication. How-
ever, the single patients of the unimproved group had a greater ten-
dency to marry than those of the other group, during the interim. 
During the saue interim, there was more of a tendency of the improved 
group to became fathers than the other group. This can be explained 
by the fact that the unimproved group tended to be more at the age when 
marriage and parenthood might be expected. Changes in employment and 
employment status seemed to influence the improved group to reapply, 
while remaining static in this area seemed to influence the other group. 
The majority of both groups were living with their families of pro-
creation, at points of discharge and reapplication, but more patients 
of the unimproved group were doing so than those of the other group. 
Between discharge from treatment and reapplication, there was a 
greater tendency on the part of the improved group to experience 
changes in these environmental situations. It can be conjectt~ed then, 
1. Hendrick, op. cit., p. 252. 
2. Hoch, op. cit., p. 219. 
that meeting new environmental situations influences the improved 
group to reapply. 'Ihe unimproved group would appear to be struggling 
with the same inter-personal relationships within these situations. 
Patients of this group reapply with a greater tendency to present the 
same problem of adjustment as at application. That is, problems in 
inter-personal relationships within marriage, home, family, living 
situation, and/or work. 
Unlike the unimproved group, the majority of patients in the 
improved group emphasized different kinds of problems at reapplication 
than at application. 
It seemed that the improved group were more like~ to emphasize 
physical compl~nts at application than the other. As noted above, 
the patients in the unimproved group seemed to be more likely to 
emphasize problems in areas of adjustment than those in the other 
group. Patients in the latter, apparently, are more likely to am-
phasize, at reapplication, problems of emotional conflicts than those 
in the unimproved group. The degree to which a patient ceases to 
present his symptoms is a criterion for improvement, according to 
3 
Fromm-Reichmann. In view of this, it can be conjectured that the 
improved group will continue their progress during the second period 
of treatment. The unimproved group might not improve at the same 
rate. However, in view of the nature of the changes in attitude 
toward treatment, lack of benefit from more treatment of this group 
cannot be assumed. That is, these changes in attitudes would appear 
3. Fromin-Reichman, op. cit. 
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to indicate less denial of dependency. 
The majority of the unimproved group who were originally re-
ferred by medical sources, had more of a tendency to refer them-
selves at reapplication than those of the other group. The distribu-
tion of kinds of sources of referral, at application and reapplica-
tion, was essentially the same for both groups. The majority of the 
improved group were referred by the same sources at application and 
reapplication. The majorit,y of the other group were referred at re-
application by different sources than at application. The improved 
group has a greater tendency to apply and reapply seeking psychiatric 
help. The unimproved group has a tendency to apply seeking medication, 
but tends to seek psychiatric help at reapplication. The improved 
group made fewer mixed statements at reapplication than at application. 
The unimproved group made fewer negative statements. In other words, 
the nature of the changes in the sources of referral, expectations 
from treatment, and statements about treatment would appear to in-
dicate that those of the improved group are more likely to make a 
positive change in their attitudes toward treatment. 
On the basis of these findings, it would appear that associated 
with their improvement with treatment, was this group's experience 
4 
in combat during World War II. A previous stuqy by Macisaac con-
5 
firms this finding. Grinker and Spiegel referred to this experience 
4. Macisaac, op. cit. 
5. Grinker and Spiegel, op. cit. 
t 
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as a maturing one. That is, those having been in combat were able to 
have their dependency needs met by others in the group in return for 
behaving in a cooperative, self-disciplined, responsible manner, 
sacrificing their individual freedom and safet.y. The improved group 
manifested this kind of maturity by sacrificing themselves for the 
good of groups and by presenting fewer problems of adjustment in their 
relationships with others and environmental situations. The other 
group's lack of improvement appeared to be related to their age 
characteristic. Denial of their emotional dependency needs is often 
utilized as resistance to treatment and is characteristic of those in 
6 7 
adolescence and old age, according to Josselyn and Hollender. This 
i s illustrated by the nature of the attitudes toward treatment as 
indicated by expectations from and statements about treatment made by 
the unimproved group. It was more characteristic of this group to 
expect medication and to make mixed statements. However, there is 
less denial of a need for psychiatric help at reapplication than at 
application on the part of this group. 
This group, during the time between discharge from treatment and 
reapplication seemed to be struggling with the same difficulties in 
their social relationships, while changes in these areas presented 
difficulties for the other group. This is demonstrated by the greater 
tendency of the unimproved group to present the same problem of ad-
justment at application as at reapplication. Also, this group e~ 
6. Josselyn, op. cit. 
7. Hollender, op. cit. 
perienced fewer environmental changes during the interim of discharge 
from treatment and reapplication. The improved group, tending more 
to emphasize their emotional conflicts, at reapplication, seemed to 
accept more readily the psychogenic origin of their problems. Ap-
parently, the unimproved group is more likely to feel differently at 
reapplication toward treatment, but may not feel differently toward 
his problem. 
This writer is aware that the inferences made are based on dif-
8 
ferences that are not statistically significant, nor are they in most 
instances marked or decisive. Only trends or tendencies could be 
noted. 
Confirming the inferences made would, of course, require further 
studies. For example, a follow-up stu~ could be designed, based 
upon interviews with patients, discharged improved and unimproved, which 
would enable them to express their feelings toward and understanding 
of their problems and psychiatric treatment. This would also enable 
the investigator to inquire further into the nature of their soci al 
relationships and their reasons for reapplication. More controls 
should be established than those used in this study. It would also be 
interesting to compare differences, if any, bet,veen those patients who 
received casework therapy and those who received treatment from either 
one or both of the other two disciplines. ~ifferences between the 
8. ~ata were submitted to Fisher's exact test for differences 
between dichotomized distributions, and no differences were sig-
nificant. 
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psychiatric clinical diagnoses at application and at reapplication 
could also be noted. It is the opinion of this writer, however, that 
it is most important to know what the patient emphasizes, What he 
recognizes his problems are, how he views himself, his situations, 
his relationships, and treatment. Social Workers are not able to help 
their clients without knowing these things, since it is not known what 
needs must be met until these things are known. 
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APPENDIX 
, 
APPENDIX A 
INTAKE INTERVIE'K 
NAME: 
ADDRF.ES: 
TELEPHONE: 
AGE: 
ELIGIBILITY: 
SERVICE: 
SOURCE AND REASON FOR REFERRAL: 
(WHY :OOES PATIENr C<lm IN TOMY?) 
PRESENTING SIUPTQ\IS: 
HOSPITALIZATION SINCE !IHSCHIL.IlGE: 
WORK SITUATION: 
Hmf'E SITUATION: 
CASE\VORK RECOMMENMTIONS: 
(ATTITUDES TO TREA'IYENT) 
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Case No. 
WIFE Is NAME I 
WHEN MARRIED: 
CHIL'llREN: 
DATE: 
Case No: 
Education: 
Service experience: 
Age at application: 
Age at reapplication: 
Length of treatment: 
Time between discharge fr0111 
treatment and reapplication: 
Application: 
APPENDIX B 
SCHEOOLE 
Presenting Problem: (p~sical complaints, areas of adjustment, 
emotional conflicts) 
Expectations from Treatment: (medication, positive attitude, 
mixed) 
Source of Referral: (medical, salt 1 interested individual) 
Discharge fran Treatment: 
Marital status: 
NUmber of children: 
Occupation: 
Living Arrangements: (self, families of origin or procreation, 
friends or relatives, in-laws) 
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APPENDIX B 
SCHEWLE (Continued) 
Reapplication: 
Presenting Problem: (physical complaints, areas of adjustment, 
emotional conflicts) 
Marital status: 
NUmber or children: 
Occupation: 
Living Arrangements: (self, families of origin or procreation, 
friends or relatives, ~laws) 
Expectations from Treatment: (medication, positive attitude, 
mixed) 
Source of Referral: (medieal, self, interested individual) 
43 
BIBLIOGRAPHY 
BIBLIOGRAPHY 
Boston Veterans Administration Mental Hygiene Unit, Mental Hygiene 
Clinic Outline of Intake Procedure. Clinic memo. Boston: 1947. 
Principles Related to the ~legation or ~vision of Allocation 
----- of Treatment Responsibility. Circular Letter No. 96. Boston: 
1949. 
Fromm-Reichman, Freida, Principles of Intensive Psychotherapy. 
Chicago: Universit,r of Chicago Press, 1950. 
Gay, Eleanor, and Jerome L. Weinberger, "Utilization of Psychiatrist 
and Social Vlorker as an Intake Team," 'lhe American Journal of 
Psychiatry, 106:384-88, November, 1949. 
and others, 11 The Function of the Psychiatric Social Worker in a 
-- Mental Hygiene Clinic," Mental Hygiene, 36:257-70, April 1952. 
Grinker, Roy R., and John P. Spiegel, Men Under Stress. Philadelphia: 
Blakiston, 1945. 
Hendrick, Ives, Facts and Theories of Psychoanalysis. (Revised 
Edition). New York: A. Knopf, 1944. 
Hinsie, Leland E., The Person in the Boqz. New York: W. W. Norton, 
1945. 
Hollender, Marc H., "Individualizing the Aged," Journal of Social 
Case Work, 33:337-342, October, 1952. 
Hunt, James McVicker, Discussion following "Failures in Social 
Casework, 11 Failures in Psychiatric Treatment, Paul H. Hoch, 
editor. New York: Grune and Stratton, 1948. 
Josselyn, Irene M., The Adolescent and His World. New York: 
Family Service ASsociation of America, 1952. 
Kardiner, AbrQffi, 'lhe Individual and His Society. New York: 
University Press, 1939. 
Lewis, Nolan D. ·G., It General Considerations in Therapeutic Failures," 
in Failures in Psychiatric Treatment, Paul H. Hoch, editor. 
New-York: Grune and Stratton, 194B. 
Macisaac, Hugh, "A Study of Patients Discharged Improved Who Returned 
for Further Treatment to the Veterans Administration Mental 
Hygiene Clinic." Boston: Boston University, 1952 (A thesis). 
BIBLIOGRAPHY (Continued) 
Menninger, William c., "Facts and Statistics of Significance for 
Psychiatry," Bulletin of the Menninger Clinic, 12:1-3, 
Jarmary, 1948. 
Plant, James s., Personality and the Cultural Pattern. New York: 
The Commonwealth Fund, 19 37. 
Swanson, Guy E., Theodore M. Newcomb, and Eugene L. Hartley, 
editors, Readings in Social Psychology• (Revised Edition). 
New York: Henry Holt, 1952. 
u. s. Veterans Administration, Mental Hy ene Clinics of the 
Veterans Administration. Circular Letter No. 1 9. Washington, 
:D. c., 1946. 
45 
